W a l t e r P. Blount (Fig 1) was born in Oak Park, IL. His father was a high school teacher in Chicago. It is not surprising that Blount studied medicine because his grandfather was a surgeon during the Civil War and his mother was a practicing physician in Oak Park. Blount's mother was active in the American Medical Association and became President of the Women's National Medical Association. Blount's sister also studied medicine and practiced pediatrics in Chicago. Blount Blount became chief of the Milwaukee Children's Hospital where he treated patients with bone and joint tuberculosis, poliomyelitis, and scoliosis. The problem of leg length equilization in patients with poliomyelitis led him to introduce the use of staples, a much simpler operation than epiphysiodesis, to control growth on the uninvolved side. His work on scoliosis is worth mentioning. The Milwaukee brace developed by Blount became known throughout the world and still is used as the primary treatment for patients with scoliosis.
Blount became Professor of Orthopaedic Surgery at the Marquette University School of Medicine when Gaenslen retired. He received international recognition for his work and from 1955 to 1956, Blount was President of the American Academy of Orthopaedic Surgeons. Blount was a popular speaker at orthopaedic meetings and one of his most favorite lectures was on the treatment of fractures in children.
The classic article, Fractures in Children are Different is taken from the Journal of Orthopaedic Nursing and briefly summarizes his credo. Blount believed strongly in nonoperative treatment and the benefits of subsequent skeletal growth and remodeling. Blount was one of the first to show the significance of old fractures as an indication of child abuse. The full exposition of his ideas can be found in his book,' which set the standard for the treatment of children's fractures for an entire generation of orthopaedic surgeons. 
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FRACTURES IN CHILDREN ARE DIFFERENT
Fractures in children are different from those in adults because the broken bones continue to develop and will grow faster for the first six or eight months after the fracture has healed. Accelerated growth of long bones will overcome about 1 cm shortening of humerus or femur, less of others. Bayonet apposition is acceptable and usually desirable. Normal alignment can be maintained by traction or cast. Open reduction is difficult to justify. In a young child growth will mold a moderate angular deformity near the end of the bone, except when the angulation is in the frontal plane. Gunstock deformities at the elbow and post-traumatic knock-knees do not correct in this manner. The younger the child and the nearer the fracture to the growth plate, the larger the acceptable angle.
In children the treatment of closed fractures is usually simple, and good results can be obtained without operation. Exceptions are a few fractures involving joints, particularly at the elbow and fractures through the epiphysis and the growth plate into the shaft of the bone. All of the latter must be reduced accurately. Prompt open operation and pin fixation is usually the method of choice. A fracture into a growth plate calls for a guarded prognosis. It is important that the child return for follow-up examination. Some injuries inevitably cause retarded growth and deformity, but prompt treatment may reduce the disability.
Supracondylar fractures of the humerus rarely require open operation. Even with accurate reduction, restoration of function may be slow. There is a great temptation to order physical therapy or urge the child to carry a pail of sand on the side of the injury. These measures perpetuate the disability. The best treatment is masterful neglect. The child will resume activity as soon as the fracture is solidly healed and obtain the best possible result on his own initiative. These fractures are prone to angular deformity and may be complicated by nerve injuries. The most serious complication is Volkmann's ischemia, another urgent indication for surgery when the symptoms are not relieved immediately by nonoperative measures. This catastrophe may be due to injury of the brachial artery, but is often the result of too tight a dressing and failure to appreciate that pain in a child's fracture is a danger signal which must be heeded. A nurse may save a child from this tragedy by alerting the doctor to the loss of circulation in the fingers or toes.
Fracture of the head of the radius in an adult frequently requires excision of the radial head.
In a child such an operation results in extreme deformity and disability. A surgeon must never remove the radial head until a child has stopped growing.
One must be alert to recognize the battered baby syndrome that roentgenologists have taught us to diagnose. Even though the history may be deceiving, the accompanying head injury or broken ribs and the presence of fresh fractures with some partially healed ones are The Classic 5 conclusive evidence as to the etiology. The violent abuse of babies and small children has been brought out into the open. The incidence of this crime is much higher than anyone would have believed. It is now mandatory for any professional attending such a child to help prevent recurrence of the abuse by notifying the proper authorities.
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